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Intimate partner violence (IPV) is widely prevalent in Tanzania. Inequitable gender normsmanifest inmen’s and women’s attitudes
about power and decision making in intimate relationships and are likely to play an important role in determining the prevalence
of IPV. We used data from the RESPECT study, a randomized controlled trial that evaluated an intervention to prevent sexually
transmitted infections in a cohort of young Tanzanian men and women, to examine the relationship between couples’ attitudes
about IPV, relationship power, and sexual decision making, concordance on these issues, and women’s reports of IPV over 12
months. Women expressed less equitable attitudes than men at baseline. Over time, participants’ attitudes tended to become more
equitable and women’s reports of IPV declined substantially. Multivariable logistic regression analyses suggested that inequitable
attitudes and couple discordance were associated with higher risk of IPV. Our findings point to the need for a better understanding
of the role that perceived or actual imbalances in relationship power have in heightening IPV risk. The decline in women’s reports
of IPV and the trend towards gender-equitable attitudes indicate that concerted efforts to reduce IPV and promote gender equity
have the potential to make a positive difference in the relatively short term.
1. Introduction
Intimate partner violence (IPV) is a major public health
and human rights concern in Tanzania [1]. According to
the World Health Organization’s Multi-country Study on
Women’s Health and Domestic Violence (2000–2003), the
prevalence of physical and/or sexual IPV was 41% and
56%, respectively, among a representative sample of ever-
partnered women in Dar es Salaam and the southern
district of Mbeya [2]. A growing number of studies have
documented the association between IPV and an array of
adverse reproductive and sexual health outcomes, including
pregnancy loss andHIV infection among women in Tanzania
[3–7]. Of particular concern is evidence on the links between
IPV, sexual risk behaviors, and HIV infection among young
Tanzanian women and men [6–9]. According to one study
at an HIV voluntary counseling and testing center in Dar-es-
Salaam, the odds of IPV were ten times higher among young
HIV-positive women (<30 years of age) than among similarly
aged HIV-negative women [6]. Another study involving 951
youngmen aged 16 to 24 years in two neighborhoods of Dar-
es-Salaam found that about a third had ever perpetrated IPV
and that those who reported more lifetime sexual partners
were also more likely to perpetrate IPV [7]. Given the high
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prevalence of IPV and its adverse health impacts, a better
understanding of the risk of IPV, especially among young
women, is needed.
It is widely accepted that gender inequities, perpetuated
by cultural norms regarding gender roles and manifest
in men’s and women’s ideas about power and decision
making in relationships, have a profound impact on the
perpetration and experience of IPV [10]. Several qualitative
studies in Tanzania have documented the links between
entrenched gender inequities and IPV [8, 9, 11]. In one
study, 16–24-year-old men and women in Dar-es-Salaam
described the ideal woman as one who is home-bound,
loyal to her partner, and sexually submissive [9]. Young
women who deviated from these prescribed behaviors risked
being beaten. Infidelity or perceptions of infidelity were the
most commonly cited triggers of violence against female
partners across studies [8, 9]. Men and women often justified
violence against a female partner as a response to a woman’s
infidelity or confrontations regarding a man’s infidelities.
Furthermore, it was not uncommon for women to be blamed
for provoking IPV, preventing women from seeking support
or medical care, and making law enforcement difficult [12].
Survey data lend support to the observation that both
men and women in Tanzania condone IPV as a normal
part of an intimate relationship [7, 13]. According to the
Demographic and Health Survey (DHS, 2004), 60% and
42%, respectively, of women andmen found spousal abuse to
be acceptable under one ormore scenarios (e.g., wife neglects
child, goes out without permission, argues with husband,
etc.) [13]. Maman et al. reported that 46% of a sample
of young men condoned violence against a female partner
in one or more circumstances [7]. A similar proportion
of women attending an HIV voluntary counseling and
testing center in Dar-es-Salaam felt that physical abuse was
justified in at least one of several situations such as infi-
delity, disobedience, and nonperformance of domestic work
[14].
Although research has explored men’s and women’s
attitudes about IPV, few studies have empirically examined
the association between these attitudes and IPV risk [15].
For example, a cross-sectional survey of men working in
three municipalities in Cape Town, South Africa found that
men who thought it was acceptable to hit women were
more likely to also report recent or past physical violence
against a partner [16]. Still fewer studies have assessed the
relationships between concordant or discordant attitudes
towards IPV within a couple and women’s experience of IPV.
A recent analysis of DHS data from six African countries
(Kenya, Liberia, Malawi, Rwanda, Zambia, and Zimbabwe)
examined the relationship between couple concordance on
attitudes towards IPV (partner agreement that violence is
justified in at least one situation) and IPV (any physical or
sexual violence reported by women) [17]. The authors found
that IPV was more commonly reported among couples who
agreed that IPV was acceptable in at least some situations as
well as those who expressed discordant attitudes towards IPV
compared to couples who agreed that IPV was never accept-
able. Notably, statistically significant associations between
concordance on IPV acceptability and reported IPV and
between discordance and IPV were observed in five and four
out of six countries, respectively.
To our knowledge, the association between couples’
attitudes towards IPV, couple concordance in attitudes and
IPV risk has not been examined in Tanzania. Using data
from the Rewarding STI Prevention and Control in Tanzania
(RESPECT) study, we examinedmen’s and women’s attitudes
about IPV, relationship power, and sexual decision making
and couples’ concordance on these issues, and whether these
attitudes were associated with women’s experience of IPV at
baseline and over time.
2. Methods
2.1. The RESPECT Study. The year-long RESPECT study was
a randomized controlled trial designed to evaluate whether
conditional cash transfers (CCT) promoted safe sex and
reduced the incidence of sexually transmitted infections
(STIs) (see [18] for additional details regarding the study).
Women and men aged 18–30 years living in 10 villages in
the Kilombero/Ulanga districts in south-western Tanzania
were randomly selected from the Ifakara Demographic
and Health Surveillance System database. Participants who
were interested in enrolling jointly with their spouse were
encouraged to do so and considered to be a couple if they
each reported that they were married to one another or were
living together as if married. Couples were linked through a
common household identification number.
About 50% of participants were randomly assigned to
a no-payment control group, 25% to a low-value CCT
group, and the remaining 25% to a high-value CCT group.
Participants were followed for 12 months and interviewed
every 4 months to gather data on a range of issues,
including sociodemographic background, economic status,
sexual and reproductive health knowledge, practices, and
history, attitudes about IPV and relationship power, as well
as experiences of IPV (women) and perpetration of IPV
(men). They also underwent STI and HIV counseling and
testing. Participants in the CCT arms received cash payments
for every 4 monthly negative STI laboratory test result.
All enrolled individuals were invited to group counseling
sessions that focused on relationship and life skills training
based on the Stepping Stones curriculum [19].
2.2. Theoretical Framework and Hypotheses. The analysis is
guided by a social-ecological framework, which posits that
IPV risk is shaped by the interplay of a host of individual,
community, and societal factors, including individual beliefs
and practices within an intimate relationship as well as
community and societal norms regarding gender and power
[20]. It is also informed by the proximate determinants
framework proposed by Boerma andWeir, which enables the
classification of factors into distal and proximate predictors
of IPV [21]. According to the proximate determinants frame-
work, ecological factors such as cultural norms influence a
particular health outcome through a set of intermediate or
proximate variables. These proximate determinants, which
can include a combination of social and biological factors,
directly influence the health outcome of interest.
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In this analysis, we considered attitudes toward IPV
as proximate determinants, and gender norms as a key
underlying, distal determinant of IPV. For example, women’s
access to education and employment is limited in social and
cultural environments that are highly patriarchal, increasing
their economic dependence on male partners, which is a
known risk factor for IPV (i.e., a proximate determinant)
[22]. Similarly, inequitable gender norms can also create an
environment that is generally tolerant of male dominance in
intimate relationships and violence against women (a distal
determinant) [23], and influence both men’s and women’s
attitudes towards IPV (a proximate determinant), and in
turn affect women’s experience of IPV.
We outlined our hypotheses about the causal relation-
ships between all variables in a Directed Acyclic Graph
(DAG; not presented) and used the DAG to determine the
minimum variables necessary to include in multivariable
analyses to remove confounding of the main effects. Our
primary hypothesis is that men’s and women’s attitudes
about IPV, relationship power, and sexual decision making
(including couple concordance/discordance on these atti-
tudes) are proximate determinants of women’s experience
of IPV. Specifically, we proposed that women’s and men’s
espousal of inequitable gender attitudes would be associated
with greater experience of IPV at baseline and over time.
We also hypothesized that couples’ discordance on these
issues would be associated with a heightened risk of IPV at
baseline, and that this relationship would persist over time.
We further hypothesized that the very fact of discordance
between couples is more important than the nature of that
discordance; that is, we proposed that lack of agreement
between a woman and her partner (regardless of which
partner held the more inequitable attitudes) would be
associated with a higher risk of IPV than if she agreed with
her partner. This finding would be consistent with earlier
studies that have found that women themselves often exhibit
highly inequitable attitudes about IPV as a way of fitting
in with their communities and protecting themselves from
violence [24, 25].
2.3. Ethical Considerations. Study protocols were approved
by institutional review boards in Tanzania and the United
States. All study participants gave written informed consent
to participate in the study. Couples were interviewed sep-
arately at a study station that was set up on the outskirts
of the village, and care was taken to ensure privacy and
confidentiality. Study interviewers received in-depth training
on interviewing techniques, gender and reproductive health,
and the study protocols. A study liaison was identified
in each village to help participants gain access to further
information, counseling services, and study personnel. In
addition, study counselors received training on how to offer
psychosocial support and were equipped with information
on domestic violence-related services.
2.4. Measures. The outcome of interest—women’s self-
report of intimate partner violence over the previous 4-
month period—was measured using a dichotomous variable
based on four questions from the RESPECT questionnaire:
“have you been hit, kicked, or beaten by your partner and/or
a family member for any reason during the last 4 months?”,
“Has your partner or another family member done any of
the following during the last 4 months: humiliated you in
front of others, insulted you, tried to scare you, threatened
to hurt you or someone you care about?”, “Have you been
physically forced to have sexual intercourse when you did
not want to during the last 4 months?”, and “Did you, during
the last 4 months, have sexual intercourse when you did not
want to because you were afraid of what your partner might
do?”. Participants who responded “yes” to one or more of
these questions were coded as having experienced violence,
while those who responded “no” to all four questions were
coded as not having experienced violence. The RESPECT
questionnaire did not ask women about lifetime experience
of violence; at all rounds, women were asked about their
experience of violence in the previous four months.
Although the RESPECT questionnaire asked similar
questions regarding male participants’ perpetration of vio-
lence against their partners, couples did not always agree on
violence within their relationships (data not shown). Given
this disagreement and our primary interest in examining
women’s experience of IPV during the course of the study,
we decided to focus on women’s report of violence as the
outcome measure.
Our analyses focused on the association between
women’s reports of IPV and women’s and men’s attitudes
about IPV, relationship power, and sexual decision making
and couples’ concordance. Men’s and women’s attitudes
towards IPV and opinions about power within relation-
ships were assessed using four exposure variables. The
first question (“is a husband justified in beating his wife
if. . .”) measured the acceptability of physical IPV in five
hypothetical situations: if a wife goes out without telling
her husband, if she neglects the children, if she argues with
her husband, if she refuses to have sex with her husband,
or if she burns the food. A binary variable was created to
measure acceptability of IPV, coded as “1” if a participant
responded in the affirmative to any of these five situations
and coded as “0” if the participant did not agree that violence
was justified in any of these situations. The second question
assessed the acceptability of IPV as a response to a wife
refusing to have sex with her husband: “if a woman refuses
to have sex with her husband when he wants her to, he has
the right to: get angry and reprimand her, refuse to give her
money or other means of financial support, use force and
have sex with her even if she doesn’t want to, or go and have
sex with another woman.” A binary variable (yes/no) was
created on the basis of whether participants thought IPV was
acceptable in response to a wife’s refusal to have sex. For each
of these questions, couples were coded as having concordant
responses if both partners shared the same binary response.
Our third and fourth exposure variables of interest
assessed participants’ opinions about power within their
relationship. These were ascertained using the following two
questions: “who usually has more say about whether you
have sex?” and “in general, who do you think has more power
in your relationship?” Participants were given the response
options “myself”, “my partner”, or “both people equally.”
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Couples were determined to be concordant if they shared the
same response about which partner had more to say about
having sex or had more power in the relationship, regardless
of which partner this was or whether they agreed that they
shared these decisions equally.
Other covariables we considered included age (measured
as a continuous variable), education status (measured as a
categorical variable—no schooling, some primary school,
primary school completed, some secondary school, sec-
ondary school completed, and postsecondary or university
education), and socioeconomic position (measured by ask-
ing participants to rate themselves on a scale from 1 to 7
relative to others in their community). We also examined
differences in reported IPV by study arm.
2.5. Statistical Analyses. Analyses were conducted using data
from the subset of heterosexual couples who were enrolled in
the study together. All couples were included in the baseline
data analysis, and couples on whom data were available for a
minimum of two out of the four rounds were included in the
longitudinal analyses. For each round, couples were included
in the analysis as long as there were no missing data on the
variables of interest.
Preliminary analyses focused on the cross-sectional
relationships between age, education, and socioeconomic
position and ever having experienced IPV at baseline
using contingency tables, Chi-square analyses, and Student’s
t-tests. Next, we looked at changes in women’s reports of
IPV as well as changes in participant’s attitudes about IPV
and relationship power during the follow-up period. We
conducted tests for trend to determine whether changes were
statistically significant.
To examine the independent relationship between the
exposure variables (women’s and men’s attitudes towards
IPV and relationship power and partner concordance on
attitudes) and IPV, we fit separate logistic regression models
for each indicator. We also ran a multivariable logistic
regression model to examine the association of each main
exposure variable and IPV, adjusting for socioeconomic
status, age, and education.
Finally, to examine the longitudinal relationship between
the exposure variables of interest and women’s experience of
IPV, we used multivariable random effects logistic regression
models [26]. These models were used to examine the effect
of changes in men’s and women’s attitudes about IPV and
relationship power and couple concordance on odds of
experiencing IPV over time. A random effects model was
chosen to evaluate the change in IPV odds for a single woman
when she expressed inequitable attitudes versus when she
expressed equitable attitudes. This model produced an odds
ratio of experiencing IPV for an individual woman when
she expressed inequitable attitudes relative to when she
expressed equitable attitudes. Similar interpretations apply
to the set of analyses run on men’s attitudes, as well as the
set of analyses on couple concordance. Clustered standard
errors were used to account for the nonindependence of an
individual’s observations over time.
Socioeconomic position, age, education, and round of
data collection were included in the models as confounders.
Interactions between these confounders and the exposures
of interest were also considered. However because they were
not statistically significant, they were not included in the final
model.
We examined three “families” of hypotheses: based
on women’s attitudes and opinions, men’s attitudes and
opinions, and couple concordance. We believed that an
individual hypothesis within each family would have to be
considered in light of the additional tests performed on
other hypotheses within the subgroup. Since each family of
hypotheses included four exposure variables, we determined
that an appropriate significance level (alpha) for each
hypothesis test would be set at 0.05/4 or 0.0125.
3. Results
Out of a total of 2,399 individuals enrolled in RESPECT,
567 couples were identified and included in this analysis. A
comparison of individuals who reported being married or
living together as married and who did not enroll as a couple
and those who did enroll as a couple indicated that there were
no statistically significant demographic differences between
the two groups. A total of 26 couples were lost to follow up:
seven after the baseline round and an additional 19 between
rounds 2 and 4. Additionally, at each round, between two
and four couples were missing data on one or more variables
and were excluded from the analysis. Couples who were lost
to follow or excluded due to missing data did not differ in
terms of demographic characteristics or women’s reports of
IPV (data not shown).
Participant characteristics at baseline including demo-
graphic background, experiences of IPV, attitudes about
violence and opinions about sexual decision making and
relationship power are shown in Table 1. About one in
five women (20.5%) reported experiencing IPV at baseline.
Women who reported experiencing IPV and those who did
not were of similar age and had similar levels of education
and self-reported socioeconomic status. Of note is the fact
that large proportions of men and women felt that IPV
was justified in some instances: at baseline, 71% of women
and 48% of men reported that beating a wife was justified
in one or more situations. In addition, according to both
women and men, husbands had more say over sex and had
more power in their relationship than wives. Overall, men
espoused more gender-equitable attitudes than women.
Analyses revealed that women’s reports of violence and
participants’ attitudes about IPV and opinions about sexual
decision making and relationship power changed consis-
tently and substantially over the 12-month follow-up period.
Reported IPV (in the four months prior to the interview)
decreased steadily over time from 20.5% at baseline to
11.8% at 12 months (data not shown). The decrease was
statistically significant (P < 0.0005) and was not associated
with demographic characteristics or study arm. In addition,
at 12 months, fewer women and men noted that violence
against a wife was acceptable, and a larger proportion of
participants reported that sexual decision making was shared
by both partners (Table 2). Interestingly, for both men and
women, responses to questions about the acceptability of
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Table 1: Baseline characteristics of couples in the RESPECT study.
Women
Variable Men All women
IPV No IPV
N a 567 114 442 567
Mean age (min, max) 32.9 (19, 60) 26.3 (18, 35) 26.6 (17, 35) 26.5 (17, 35)
n % n % n % n %
Education status (%)
None 43 7.7 18 15.8 63 14.3 82 14.5
Some primary 87 15.5 32 28.1 108 24.4 142 25.4
Primary completed 389 69.3 60 52.6 258 58.4 319 57.0
Some secondary 23 4.1 2 1.7 9 2.0 11 2.0
Secondary or higher completed 19 3.4 2 1.7 4 0.9 6 1.1
Self-reported SEP (%)
0–2 (low) 278 49.0 61 53.5 237 53.6 303 53.5
3–7 (high) 289 51.0 53 46.5 205 46.4 263 46.5
Attitudes about IPV
Is a husband ever justified in beating his wife?
Yes 265 47.7 84 73.7 308 70.5 394 71.0
No 291 52.3 30 26.3 129 29.5 161 29.0
Is any kind of violence justified if a woman refuses sex?
Yes 248 44.5 89∗ 78.8 269∗ 61.4 360 64.9
No 309 55.5 24∗ 21.2 169∗ 38.6 195 35.1
Opinions about relationship power
Who has more say about having sex?
Husband 304 54.6 83 72.8 290 65.6 374 67.0
Wife 74 13.3 8 7.0 24 5.4 32 5.7
Both 179 32.1 23 20.2 128 29.0 152 27.3
Who has more power in your relationship?
Husband 361 65.2 101 88.6 384 86.9 487 87.3
Wife 85 15.3 5 4.4 12 2.7 17 3.0
Both 108 19.5 8 7.0 46 10.4 54 9.7
a
Distributions of baseline characteristics do not always add up to total n because of missing responses.
∗P < 0.05.
IPV showed more dramatic changes from baseline to 12
months than responses to questions about power within
relationships, which barely changed. No changes in the level
of couple discordance/concordance in attitudes about IPV
were observed (data not shown).
Table 3 summarizes the results of the longitudinal and
random effects of multivariable logistic regression analyses.
The associations between men’s attitudes about IPV and
relationship power and spousal reports of IPV were in the
hypothesized direction, but were not statistically significant.
However, several measures of women’s attitudes about IPV
and relationship power were statistically associated with their
reports of IPV. Women who reported that violence was ever
justified if a woman refuses sex were more than twice as
likely to report IPV (adjusted OR = 2.29, 95% CI: 1.65–3.17).
Furthermore, women were less likely to report IPV when
they said that both partners shared sexual decision making
(adjusted OR = 0.70, 95% CI: 0.5–0.98), as compared to
womenwho said that their partner controlled sexual decision
making. Notably, we found that women were less likely to
report IPV when they said that both partners had equal
power (adjusted OR = 0.43, 95% CI: 0.21–0.89) or that
they controlled more power (adjusted OR = 0.91, 95% CI:
0.28–2.94). For all four exposures of interest, women were
more likely to report IPV when couples expressed discordant
attitudes relative to when they shared concordant attitudes,
but these effects were relatively small and not statistically
significant (Table 3).
In all longitudinal analyses, a statistically significant
portion of the variance of the estimates was due to the
random effect of individuals, suggesting that there was a
significant amount of between-subject variation (data not
shown).
4. Discussion
This longitudinal analysis suggests that couples’ attitudes
towards violence and opinions about sexual decision making
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Table 2: Attitudes about IPV and opinions about relationship power at 12 months and changes over time.
Men’s attitudes Women’s attitudes
Month 12 Change in percentage
points from baseline
Month 12 Change in percentage
points from baseline
Is a husband ever justified in beating his wife?
Yes 144 (26.8%) −20.9∗ 313 (57.5%) −13.5∗
No 394 (73.2%) 20.9∗ 231 (42.5%) 13.5∗
Is any kind of violence justified if a woman refuses sex?
Yes 181 (33.6%) −10.9∗ 263 (48.3%) −16.6∗
No 357 (66.4%) 10.9∗ 281 (51.7%) 16.6∗
Who has more say about having sex?
Husband 259 (48.5%) −6.1∗ 292 (53.7%) −13.3∗
Wife 9 (1.7%) −11.6∗ 27 (5.0%) −0.7
Both 266 (49.8%) 17.7∗ 225 (41.4%) 14.1
Who has more power in your relationship?
Husband 424 (79.4%) 14.2 486 (90.2%) 2.9
Wife 13 (2.4%) −12.9 6 (1.1%) −1.9
Both 97 (18.2%) −1.3 47 (8.7%) −1.0
∗Statistically significant trend (P < 0.05).
Table 3: Men’s and women’s attitudes as predictors of women’s IPV report, multivariable logistic regression analysisa.
Men’s attitudes Women’s attitudes Couple discordanced
OR 95% CI OR 95% CI OR 95% CI
Is a husband ever justified in beating his wife?
Yesb 1.34 0.95, 1.88 1.31 0.93, 1.85 1.01 0.75, 1.37
Is any kind of violence justified if a woman refuses sex?
Yesb 1.06 0.76, 1.47 2.29 1.65, 3.17∗ 1.35 0.99, 1.79
Who has more say about having sex?
Wifec 1.13 0.60, 2.16 1.31 0.70, 2.45
1.06 0.78, 1.45
Bothc 0.93 0.66, 1.30 0.70 0.50, 0.98∗∗
Who has more power in your relationship?
Wifec 1.40 0.73, 2.66 0.91 0.28, 2.94
1.20 0.89, 1.69
Bothc 1.33 0.84, 2.11 0.43 0.21, 0.89∗∗
a
The adjusted model assesses the relationship between each independent variable and IPV, adjusting for the other independent variables in the model and
confounders-age, socioeconomic position and education (see Measures).
bReference group is never justified.
cReference group is husband.
dReference group is concordance in responses.
∗P < 0.0125.
∗∗P < 0.05.
and relationship power are proximate determinants of
women’s experience of IPV. The study also provides some
evidence that discordance among couples on these issuesmay
heighten women’s risk of experiencing IPV.
Our observation that gender inequitable attitudes were
more commonly reported by women than men is consistent
with findings from other studies [13]. It is possible that due
to social desirability bias, men were less likely than women
to openly agree that violence against women is justified.
However, researchers have suggested that women’s accep-
tance of IPV and conformity to dominant understandings of
gender roles and relationships is likely to be an expression
of their experience and expectations as well as a reflection
of prevailing social norms [11, 24, 25]. Studies elsewhere in
the world have noted that women who transgress norms, for
example, by choosing their spouse or by seeking economic
independence, are more likely to experience IPV [27, 28].
Indeed, conformity to social norms and expectations may
be a protective mechanism-enabling women to fit in and
avoid family and community censure. Qualitative research
in Tanzania suggests that pressures on women to conform
are considerable. In Lary et al.’s study in Dar-es-Salaam,
young female participants placed “great value on community
perceptions of their character” and noted that even taking a
walk may raise family and community members’ suspicions
[9]. Other research by Laisser et al. in an urban community
AIDS Research and Treatment 7
in Tanzania also highlighted women’s internalization of
inequitable norms. In the words of one female participant,
“we annoy our husbands with our behaviours and sometimes
we deserve to be beaten [11, page 5].” That said, the authors
also noted that perceptions of IPV may be changing, with
both men and women acknowledging the adverse impacts
of violence on women’s self-esteem, health, and dignity and
expressing a need for governmental action, including laws
against IPV and health care services for survivors [11].
It is encouraging to note that men and women tended
to express more gender equitable attitudes by the end of
the study. The fact that attitudes about the acceptability of
IPV changed far more than opinions about sexual decision
making and power within participants’ relationships suggests
that the changes could have been partly a result of social
desirability bias. However, reported 1PV declined steadily
over the course of the study from 20% at baseline to 12% at
the end of one year of followup, and were not associated with
demographic characteristics or intervention/control status.
Since we have data on levels of IPV only from RESPECT
study participants, we cannot determine whether this result
reflects a declining trend in IPV in this region. However,
to our knowledge, no major interventions on IPV occurred
during this time period and it is unlikely that such a sub-
stantial reduction in IPV could be explained in this fashion.
The reduction in women’s reports of IPV—despite improved
rapport between participants and study staff (which may
have improved IPV disclosure)—suggests that changes in
men’s attitudes and behaviors may have resulted from study
participation. Given that the proportion of individuals who
participated in the group counseling sessions on relationship
and life skills was low (data not shown), and that STI/HIV
counseling did not explicitly address relationship issues, we
hypothesize that repeated exposure to survey questions on
relationship dynamics and the opportunity to participate in
the study as a couple may have contributed to these shifts.
Engaging men and women—as individuals, couples, and
community members—is widely accepted as an important
component of IPV prevention efforts worldwide [23, 29]. At
a minimum, our study demonstrates the feasibility, safety,
and potential effectiveness of engaging young Tanzanianmen
and women as couples in programs that address subjects
considered controversial or taboo in their communities.
Results of the longitudinal regression analyses point
to the potential benefits of promoting notions of equity
in relationships. Women who reported that they shared
sexual decision making and relationship power with their
partner were consistently less likely to report IPV. In contrast,
IPV was reported more frequently when men and women
espoused inequitable attitudes or reported that women had
more decision making control in the relationship although
few of these associations were statistically significant. These
findings underscore the need to better understand the
delicate balance of power in intimate relationships and the
role that perceived or actual imbalances in power (especially
in favor of women) have in heightening women’s risk of IPV.
Further qualitative research may shed light on the dynamics
of power, conflict, and violence within relationships in which
partners hold similar or differing views.
The association between couples’ concordance on atti-
tudes about IPV and relationship power and women’s experi-
ence of violence also merits further investigation. Our study
had limited statistical power to investigate the relationship
between different types of concordance/discordance and IPV
risk. Thus, we were unable to examine whether IPV risk
differed depending on who held more equitable attitudes
within a relationship. For example, future research should
explore whether risk is higher among women who feel
IPV is unjustified and whose partners feel it is justified.
Previous research has suggested that discordance within
a couple arising from perceived or actual gains in power
by women can result in backlash, including IPV by men
[27, 29, 30]. However, researchers have also pointed out
that women can also be resistant to changes in gender
roles and relations and unwilling to let go of their beliefs
and expectations regarding men’s and women’s roles and
responsibilities within relationships, leading to conflict and
violence [29].
Overall, much remains to be learned about how women
and men perceive and engage with ideas of greater equity
in intimate relationships. Gender norms and values are
dynamic, and their relationship with individual behaviors
and experiences is complex. Further in-depth examination
of young women’s and men’s evolving ideas about gender,
identity, and relationships is needed. Several questions merit
study. For example, do young men and women perceive
their relationship to be “healthy”? Do they desire greater
equity and how do they define equity in a relationship? Are
these views—and concordance/discordance in views within
a couple—associated with how partners communicate with
each other, handle conflicts, and experience or perpetrate
IPV? A better understanding of these questions will further
illuminate the ways in which gender norms and relation-
ship dynamics influence women’s risk of experiencing of
violence and help identify entry points for IPV prevention
efforts.
Our study has additional limitations. First, the decision
to measure IPV as a binary variable without accounting for
frequency or type of IPV, while providing us with more
statistical power, may have prevented us from observing
crucial differences in the associations between attitudes and
IPV risk. Second, it is especially difficult to draw strong
conclusions about the heightened risk of IPV among couples
holding discordant attitudes without a finer understanding
of how the composition of this discordance might differently
impact women’s experience of IPV. Third, the decision to use
only partnered couples in these analyses also raises issues of
potential selection bias. It is possible that partners who both
chose to participate in the RESPECT study differed in impor-
tant ways from participants whose partners chose not to be
in the study, including on attitudes about the acceptability of
IPV. Finally, it is possible that women who experience IPV
are more likely to report that violence is justified.
5. Conclusions
Despite its limitations, this research provides some new
insights on the role of women’s and men’s attitudes toward
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IPV and relationship power, including the role of partner
discordance, in influencing women’s experience of IPV.
Unlike most previous research in Tanzania, this study
prospectively examined the relationship between attitudes
about gender relations and IPV among young couples.
The widespread acceptance of IPV and inequitable power
within relationships in this population highlights the urgent
need for programs that help young people acknowledge,
understand and challenge gender-based hierarchies. Greater
understanding of young people’s perceptions of “gender
equity”—by focusing on women and men who do not con-
done IPV and who share power within their relationship—
will facilitate the development of antiviolence programs.
Furthermore, couple-based programs for HIV testing and
treatment have been successful in sub-Saharan Africa and
offer a foundation for antiviolence efforts [29]. The decline
in women’s reports of IPV and the trend towards gender-
equitable attitudes that we observed in the RESPECT study
indicate that concerted efforts to reduce IPV and promote
gender equity have the potential to make a positive difference
in the relatively short term.
Acknowledgments
The study was funded by the World Bank Research Commit-
tee, the Spanish Impact Evaluation Fund, and the Knowledge
for Change Program managed by the World Bank and
the William and Flora Hewlett Foundation through the
Population Reference Bureau. The study funders had no
role in the study design, in the collection, analysis and
interpretation of data, in the writing of the report, and in the
decision to submit the paper for publication, and researchers
were independent from the funders. The findings, interpre-
tations, and conclusions expressed in this paper are entirely
those of the authors. They do not necessarily represent
the views of the International Bank for Reconstruction and
Development/World Bank and its affiliated organizations
or those of the Executive Directors of the World Bank
or the governments they represent. The authors gratefully
acknowledge the tremendous efforts of the RESPECT study
team in implementing this study.
References
[1] L. Heise, M. Ellsberg, and M. Gottmoeller, “A global overview
of gender-based violence,” International Journal of Gynecology
and Obstetrics, vol. 78, no. 1, pp. S5–S14, 2002.
[2] C. Garcia-Moreno, H. A. Jansen, M. Ellsberg, L. Heise, and C.
H. Watts, “Prevalence of intimate partner violence: findings
from the WHO multi-country study on women’s health and
domestic violence,” The Lancet, vol. 368, no. 9543, pp. 1260–
1269, 2006.
[3] H. Sto¨ckl, C. Watts, and J. K. Kilonzo Mbwambo, “Physical
violence by a partner during pregnancy in Tanzania: preva-
lence and risk factors,” Reproductive Health Matters, vol. 18,
no. 36, pp. 171–180, 2010.
[4] H. Stockl, V. Filippi, C. Watts et al., “Induced abortion,
pregnancy loss and intimate partner violence in Tanzania: a
population based study,” BMC Pregnancy Childbirth, vol. 12,
article 12, 2012.
[5] Z. Sa and U. Larsen, “Gender inequality increases women’s
risk of HIV infection in Moshi, Tanzania,” Journal of Biosocial
Science, vol. 40, no. 4, pp. 505–525, 2008.
[6] S. Maman, J. K. Mbwambo, N. M. Hogan et al., “HIV-positive
women report more lifetime partner-violence: findings from
a voluntary counseling and testing clinic in Dar es Salaam,
Tanzania,” American Journal of Public Health, vol. 92, no. 8,
pp. 1331–1337, 2002.
[7] S. Maman, T. Yamanis, F. Kouyoumdjian, M. Watt, and J.
Mbwambo, “Intimate partner violence and the association
with HIV risk behaviors among young men in Dar es Salaam,
Tanzania,” Journal of Interpersonal Violence, vol. 25, no. 10, pp.
1855–1872, 2010.
[8] J. Pulerwitz, A. Michaelis, R. Verma, and E. Weiss, “Addressing
gender dynamics and engaging men in HIV programs: lessons
learned from horizons research,” Public Health Reports, vol.
125, no. 2, pp. 282–292, 2010.
[9] H. Lary, S. Maman, M. Katebalila, and J. Mbwambo, “Explor-
ing the association between HIV and violence: young people’s
experiences with infidelity, violence and forced sex in Dar es
Salaam, Tanzania,” International Family Planning Perspectives,
vol. 30, no. 4, pp. 200–206, 2004.
[10] A. K. Blanc, “The effect of power in sexual relationships
on sexual and reproductive health: an examination of the
evidence,” Studies in Family Planning, vol. 32, no. 3, pp. 189–
213, 2001.
[11] R. M. Laisser, L. Nystro¨m, H. I. Lugina, and M. Emmelin,
“Community perceptions of intimate partner violence - a
qualitative study from urban Tanzania,” BMCWomen’s Health,
vol. 11, article13, 2011.
[12] USAID, Gender-Based Violence in Tanzania: An Assessment of
Policies, Services, and Promising Interventions, USAID Health
Policy Initiative, Washington, DC, USA, 2008.
[13] I. S. Speizer, “Individual and community-level tolerance of
spouse abuse and the association with the circumstances
of first sex among youth from six sub-Saharan African
countries,” AIDS Care-Psychological and Socio-Medical Aspects
of AIDS/HIV, vol. 24, no. 3, pp. 291–300, 2012.
[14] S. Maman, J. Mbwambo, M. Hoganet et al., HIV and
Partner Violence: Implications for HIV Voluntary Counseling
and TEsting Programs in Dar es Salaam, Tanzania, Population
Council, Washington, DC, USA, 2001.
[15] N. Linos and K. Kawachi, “Community social norms as social
determinants of violence against women,” American Journal of
Public Health, vol. 102, no. 2, pp. 199–200, 2012.
[16] N. Abrahams, R. Jewkes, R. Laubscher, and M. Hoffman,
“Intimate partner violence: prevalence and risk factors for
men in Cape Town, South Africa,” Violence and Victims, vol.
21, no. 2, pp. 247–264, 2006.
[17] A. P. Alio, H. B. Clayton, M. Garba, A. K. Mbah, E. Daley,
and H. M. Salihu, “Spousal concordance in attitudes toward
violence and reported physical abuse in african couples,”
Journal of Interpersonal Violence, vol. 26, no. 14, pp. 2790–
2810, 2011.
[18] D. de Walque, W. H. Dow, R. Nathan et al., “Incentivising
safe sex: a randomised trial of conditional cash transfers for
HIV and sexually transmitted infection prevention in rural
Tanzania,” BMJ Open, vol. 2, no. 1, 2012.
[19] R. Jewkes, M. Nduna, J. Levin et al., “Impact of stepping stones
on incidence of HIV and HSV-2 and sexual behaviour in
rural South Africa: cluster randomised controlled trial,” British
Medical Journal, vol. 337, Article ID a506, 2008.
AIDS Research and Treatment 9
[20] L. L. Heise, “Violence against women: an integrated, ecological
framework,” Violence Against Women, vol. 4, no. 3, pp. 262–
290, 1998.
[21] J. T. Boerma and S. S. Weir, “Integrating demographic
and epidemiological approaches to research on HIV/AIDS:
the proximate-determinants framework,” Journal of Infectious
Diseases, vol. 191, no. supplement 1, pp. S61–S67, 2005.
[22] G. M. Wingood, Scd, and R. J. DiClemente, “Application
of the theory of gender and power to examine HIV-related
exposures, risk factors, and effective interventions for women,”
Health Education & Behavior, vol. 27, no. 5, pp. 539–565, 2000.
[23] World Health Organization, Engaging Men and Boys in
Changing Gender-Based Inequity in Health: Evidence from Pro-
gramme Interventions, World Health Organization, Geneva,
Switzerland, 2007.
[24] M. J. Hindin, “Understanding women’s attitudes towards
wife beating in Zimbabwe,” Bulletin of the World Health
Organization, vol. 81, no. 7, pp. 501–508, 2003.
[25] D. Antai and J. Antai, “Collective violence and attitudes of
women toward intimate partner violence: evidence from the
niger delta,” BMC International Health and Human Rights, vol.
9, article 12, 2009.
[26] Z. Feng, P. Diehr, A. Peterson, and D. McLerran, “Selected
statistical issues is group randomized trials,” Annual Review of
Public Health, vol. 22, pp. 167–187, 2001.
[27] S. Krishnan, C. H. Rocca, A. E. Hubbard, K. Subbiah,
J. Edmeades, and N. S. Padian, “Do changes in spousal
employment status lead to domestic violence? Insights from
a prospective study in Bangalore, India,” Social Science and
Medicine, vol. 70, no. 1, pp. 136–143, 2010.
[28] C. H. Rocca, S. Rathod, T. Falle, R. P. Pande, and S. Krishnan,
“Challenging assumptions about women’s empowerment:
social and economic resources and domestic violence among
young married women in urban South India,” International
Journal of Epidemiology, vol. 38, no. 2, pp. 577–585, 2009.
[29] S. L. Dworkin, M. S. Dunbar, S. Krishnan, A. M. Hatcher, and
S. Sawires, “Uncovering tensions and capitalizing on synergies
in HIV/AIDS and antiviolence programs,” American Journal of
Public Health, vol. 101, no. 6, pp. 995–1003, 2011.
[30] J. E. Mantell, S. L. Dworkin, T. M. Exner, S. Hoffman, J. A.
Smit, and I. Susser, “The promises and limitations of female-
initiated methods of HIV/STI protection,” Social Science and
Medicine, vol. 63, no. 8, pp. 1998–2009, 2006.
